There has been a limited amount of research suggesting that cultural and linguistic variables may affect access to health services, but no study has examined the access of French-speaking Canadians to psychiatrists. The present study used data from the Ontario Mental Health Reporting System to examine patterns of daily contact with psychiatrists in the first 3 days of admission to mental health facilities in Ontario. The results showed that after controlling for a broad range of covariates, French-speaking Ontarians were about one-third as likely to have daily contact with psychiatrists in that time period compared to English-speaking patients. These results were not explained by regional differences. Instead, they point to the possibility that language poses an important barrier to specific and highly specialized mental health services in this province.
Introduction
Access to mental health services and optimal treatment may be a serious problem for linguistic and cultural minorities in many countries. For example, among racial and ethnic subpopulations in the United States, there is wide variation in the receipt of mental healthcare. 1 An examination of access to mental health services by French-speaking language minority individuals or Francophones in Canada (including Quebec) showed that most Francophones with mental disorders do not seek treatment. 2 However, Canadian Francophones were more likely to consult mental health professionals than their European counterparts, with the exception of psychiatrists. An important question is whether the level or quality of services received by those accessing mental health services varies as a function of membership in a minority language group in Canada.
In a study of Asian Canadians, Li and Browne 3 found that poor English-language ability and a lack of understanding of mainstream culture were major barriers to access mental health services. Bias in the behaviour of gatekeepers, especially practitioners assigning diagnostic labels and making involuntary commitment decisions were reported by Snowden and Cheung, 4 using US national data on psychiatric hospitalizations for minority populations. A qualitative Canadian study by Whitley et al. 5 suggested that beliefs about the effectiveness of traditional healing approaches and concerns about overuse of medications by physicians may be barriers to accessing mental health services in some non-European immigrant populations.
Langille et al. 6 examined treatment incidences for four disease groups, including psychiatric disorders, in various regions of Nova Scotia. Rates of treatment were comparable between Francophone and Anglophone regions of the province, and the authors concluded that rurality was a more important determinant of service use than language.
Flaskerud 7 showed that culture-compatible approaches were effective in increasing the utilization of mental health services by minority clients in a sample of service users (n ¼ 300) from Mexican (24%), white/caucasian (23%), black (18%), Vietnamese (17%), Filipino (17%), and other ethnic groups (2%). Language match of therapists and clients as an indicator of culture compatibility was one of the best predictors of dropout status along with ethnic/racial match of therapists and agency location in the ethnic/racial community.
Psychiatric hospitalization is an example of care delivery in acute mental health situations. Despite the fact that Canada is an officially bilingual and a multicultural nation, we did not find any studies that examined specialized psychiatric hospitalization for language minorities. No Canadian study was found regarding the match between mental health in-patients and psychiatrists or therapists, in terms of language compatibility.
The main goal of our study was to compare the experience of psychiatric in-patients from three linguistic groups (French, English, and other language minorities) with respect to daily contacts with hospital-based psychiatrists within the first 3 days after hospital admissions. This also included acute and involuntary hospitalizations due to immediate danger or inability to care for oneself.
Methods
A secondary analysis of clinical assessment records available through the Canadian Institute for Health Information's (CIHI) Ontario Mental Health Reporting System (OMHRS) was done to examine patterns of access to psychiatrists by language group among Ontario mental health in-patients. The study sample was comprised of 269,740 admission assessments done on episodes of mental health service use in Ontario between 2005 and 2013. This included 4,259 admission assessments for persons with French as their preferred language of care and 11,526 for persons with a language other than English or French as their preferred language. Individuals with repeated assessments over that time period may be represented more than once in these data, however, given that the question of interest deal with the experience of linguistic subgroups at the point of admission, it was decided to focus on all episodes of care rather than selecting a single episode for each unique individual.
In 2005, the Ontario Ministry of Health and Long-Term Care mandated the province wide use of the Resident Assessment Instrument-Mental Health (RAI-MH) in all adult in-patient psychiatric facilities, 8, 9 including acute, forensic, geriatric, and long-stay beds. As part of this mandate, the ministry also required that each psychiatric facility submit RAI-MH data to the CIHI OMHRS on a quarterly basis.
The RAI-MH includes more than 300 clinical and service use-related items and summary scales, and assessments are completed by trained regulated mental health professionals as part of normal clinical practice. The assessments are done 3 days after admission, on discharge, and every 90 days if the patient has a stay of 90 days or more. Reliability and validity of the RAI-MH have been established in a variety of other studies (see, e.g., Hirdes et al. 8 ; Martin et al. 10 ; Hirdes et al. 11 ; Jones et al. 12 ; Perlman et al. 13 ; Gibbons et al. 14 ; and Chan et al. 15 ). The dependent variable of interest is daily contacts of at least 15 minutes duration with a certified practising psychiatrist for each of the first 3 days of admission. The independent variables include reasons for admission, age, sex, preferred language, geographic region, patient type, and diagnosis. In addition, three clinical scales were used to identify patients at high risk of harm to self, harm to others, and inability to care for self (a detailed description of these scales is available in Hirdes et al.). 16 The language variable is based on the language the person generally prefers to use for day-to-day communication. Three groups were formed based on their language proficiency: (1) French, (2) English, and (3) other language spoken.
Ethics approval for secondary analyses of de-identified data was obtained through the University of Waterloo's Office of Research Ethics. Ontario Mental Health Reporting System data are available through the University of Waterloo through a license agreement between CIHI, interRAI, the Ontario Hospital Association, and the Ontario Ministry of Health and Long-Term Care.
Statistics analysis
Bivariate analyses were performed as well as chi-square tests for different demographic and clinical variables. A logistic regression model was used to examine the independent effects of language on access to psychiatrist after adjusting for a variety of potential confounding variables. Given the large sample size, the significance levels for covariates retained in the model were set at p .0001.
Results
As shown in Table 1 There is a number of demographic and clinical differences by language group (see Table 2 ). English-speaking patients tend to be younger than those who prefer French and other languages. Although statistically significant, the differences in sex distributions by language are relatively minor. Frenchspeaking patients were most likely to be classified as acute psychiatric patients and least likely to be considered long-term patients. Mood disorders and schizophrenia proportions are comparable in both English-and French-speaking populations. However, a smaller percentage of French-speaking patients had substance use disorders at admission compared with Englishspeaking patients. The percentages admitted due to harmful or dangerous behaviour were comparable among the three language groups (although somewhat higher in the other group for harm to others and inability to care for self). Figure 1 shows the percentage of patients with daily contact with psychiatrist in the first 3 days of their admission, by language group. In this figure, the sample was restricted to focus on 3 high-risk subgroups: (a) patients admitted due to risk of self-harm who also scored 4 or more on the interRAI Severity of Self-harm scale (n ¼ 72,157), (b) patients admitted due to risk of harm to others who also scored four or more on the interRAI Risk of Harm to Others scale (n ¼ 33,250), and (c) patients admitted due to inability to care for self who also scored high on the interRAI Self Care Index (n ¼ 43,843). In each case, French-speaking patients were significantly less likely to see psychiatrists on a daily basis and patients speaking other languages were most likely to have daily contact. All results were significant at the p < .0001 level. Table 3 provides the results for a multiple logistic regression model predicting daily access to psychiatrists in the first 3 days of admission for a variety of individual-level and geographic covariates. After adjusting for severity of risk of harm to self or others, inability to care for self, age, sex, diagnosis, patient type, and LHIN, patients who preferred to speak French had remarkably lower odds of daily contact with a psychiatrist at admission (odds ratio ¼ 0.37).
Discussion and conclusion
Our study was the first to examine access to psychiatrists by persons who prefer to speak English, French, or other languages during the first 3 days of acute psychiatric hospitalization in all psychiatric facilities of Ontario during the 2005 to 2013 period. There are notably fewer visits by psychiatrists during the first 3 days of psychiatric admission for Francophone patients compared to Anglophone and Allophones (speaking another language but French of English) patients. These results persisted after adjustment for a variety of confounding explanations, using a large longitudinal clinical database of psychiatric hospitalizations in this province, over 8 years.
Future research should examine whether these results reflect the effects of other cultural or socio-economic factors associated with Francophone communities or whether a language barrier is the key explanatory factor for the findings.
One has to be cautious in drawing conclusions, as the analyses might miss some Francophones who were comfortable functioning in English because they were bilingual and would be counted as speaking English. Some Francophone patients may also choose to have services in English if in an Anglophone environment with fewer psychiatrists who are bilingual. This is the first time that such results have been reported and they should be replicated to ascertain the fact that being from an official language minority could be a barrier to standard psychiatric care in Ontario. The psychiatrists' visits are taken as a proxy, but they do not fully reflect the comprehensive care of the patients provided by a hospital-based multidisciplinary team. To ascertain whether a lower care standard is associated with belonging to a language minority, the present analyses should be replicated for other professionals (eg, nurses, social workers). Nevertheless, this study may be a sign of what the literature might consider substandard care due to a language barrier. Moreover, the results are not explained by geographic practice pattern differences, because those were controlled for by the multivariate model. The key policy challenge for an officially bilingual province is how to provide equitable access to high-quality mental health services for all members of official linguistic groups when the numbers of some groups served are relatively small. Additional research is needed to confirm that Francophones experience language barriers to access different mental health services in Ontario. It is also important to determine whether these differences in access result in differential outcomes of care. If so, these findings point to the need for strategies to better integrate French language services to improve equitable access to psychiatric services. Healthcare leaders are searching for ways to reduce healthcare expenditures, but equity of access to needed services should remain an important priority. New funding methodologies based on activity, acuity, and outcomes of care should help to focus resource allocation on indicators of need and reduce the impact of language barriers. Case mix systems like the System for Classification of In-patient Psychiatry (SCIPP) have the potential to reduce inequities in access to services by focusing resource allocation decisions on indicators of need rather than other attributes unrelated to need. 
